OBJECT/VES: To identify attitudes that influence patient help-seeking behavior and aspects of treatment that influence patient preferences for management of depression. DES/GN: Three focus group discussions (two patient groups stratified by race and one professional group). ~uestions addressed experience with depression, help-seeking behaviors, treatment preferences, and perceived barriers to mental health care.
D
epression is one of the most common major mental disorders, affecting approximately 5% of the general population, mostly young adults mid women, in any one year. x Depressive disorders have a substantial effect on the individual, the family, and society and are associated with more functional disability thin1 most chronic medical illnesses. 2,3 Individuals with depression utilize health care services in the general medical and mental health sector three times as often as nondepressed controls, even after controlling for medical comorbidity. 4 The majority of individuals with depression in the United States who seek care receive all or part of their mental health care in primary care settings. 4-1~ Reducing the burden of suffering from depression in the population will therefore require enhancing diagnosis, treatment, and referral in primary care settings. Despite the availability of several treatment options with similar effectiveness in clinical trials, underrecognition and suboptimal treatment are common. 11-14 With conditions like depression, for which several viable treatment options exist, patient attitudes and preferences are important and may have a large impact on patient adherence mid subsequent recovery. Few studies have incorporated patient perspectives in attempts to understmld why certain patients drop out of treatment involving medications and counseling or fail to follow through on mental health referrals.
Depressed patients in ethnic minority groups may be at even higher risk of underrecognition and suboptimal treatment. Many studies have shown underutilization of specialty mental health services for psychiatric symptoms and disorders by African~mericans and Hispanics, even after controlling for levels of psychiatric pathology, is-as These minority groups are less likely to ever be in contact with specialty mental health services, and they are likely to use them less frequently once in the system. However, blacks and whites have reported discussing emotional, nervous, drug, and alcohol problems in general medical settings at similar rates, j~ Barriers to mental health care, such as health insurmlce, do not explain differences in utilization by racial groups. ~l Few studies have been conducted to understand black patients' attitudes toward mental health treatment mid their preferences for treatment.
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In recent years, American medicine has experienced an accelerated refocusing on patients' perspectives in sev eral areas of medical care. ~ This evolution, termed "'patient-centered care," has been defined as health care that is closely congruent with and responsive to patients' val ues, needs, mid preferences. ~s,~4 As part of this evolution, clinicians, researchers, health care administrators, and policymakers have devoted much attention to developing strategies to improve quality of care that incorporate patient perspectives. Strategies that use patient feedback to guide quality improvement in hospitals, managed care or gmlizations, and physician offices are being developed, ~7 Researchers have also devoted much attention to developing health outcome measures that incorporate patient perspectives, such as patient-derived measures of functional status, quality of life, and satisfaction with specific experiences in health care. 2s-sz As the first step in devel oping relevant patient evaluations of care for depression, we conducted focus groups with health care professionals and depressed patients to identify attitudes that influence patient help-seeking behavior and specific aspects of treatment that influence patient preferences for management of depression.
METHODS
Study Design
We held focus group discussions with three groups: (1) health professionals involved in the care of general medical patients with depression, (2) white patients with a recent episode of depression, and (3) black patients with a recent episode of depression. We held separate patient groups for blacks and whites to help us understmld how patient attitudes, preferences, and help-seeking behavior might vary across racial groups. Focus groups have been shown to be particularly effective in providing in-depth information about what people think or feel about an issue or problem, s2 A focus group is a carefully planned discus sion designed to obtain perceptions in a defined area of interest in a permissive, nonthreatening environment, as From the three focus group discussions, we created a tax onomy that groups the range of issues identified by patients and professionals into different aspects of helpseeking behavior and treatment.
Focus Group Population
Physicians and social workers involved in the care of general medical patients with depression were eligible to participate in the professional focus group. We called a sample of professionals to recruit them into the focus group, making a special effort to include men and women, blacks and whites, Approximately 50% of those invited agreed to participate.
To be eligible for the patient focus groups, patients had to be at least 18 years of age, English-speaking, and able to give informed consent, They had to have experienced depression in the recent past. Patients were re cruited with the help of primary care physicians, mental health specialists (private practitioners and directors of six community psychiatry programs), and community members (lay ministers mid leaders of community organizations). We provided a standardized script to help these individuals recruit potential patients. We asked them to approach patients with a variety of experiences with depression, including those who had not been treated, those who had received care from primary care providers, and those who had received care from mental health specialists. We asked these individuals to keep record of refusals and the reasons for refusals.
One of the community psychiatry programs refused to participate because of concerns that participation in a focus group would interfere with the patients' therapy. Most individuals who were asked agreed to participate. The only reasons cited for not participating were schedul ing conflicts. The majority of patients were recruited from community-based primary care practices.
Conduct of Focus Group Sessions
A trained focus group facilitator led the sessions after discussing the goals of the study in depth with the princi pal investigator and reviewing the literature regarding health services utilization mid treatment options for depression. No study physicians were present during the fo cus group sessions, The focus groups lasted approximately 90 minutes and were entirely audiotaped. A small honorarium was offered to participants to cover travel and child-care expenses, Professionals were asked a series of open ended questions to elicit comments about specific aspects of help-seeking activity mid care that they thought would be important to patients. Professional focus group questions were as follows: (1) "Based on your experience, why do people sometimes not seek care for depression?" (2) "When you discuss treatment for depression with pa tients, what issues and concerns do they raise?" (3) "How do you negotiate acceptance of the diagnosis of depression with patients?" and (4) "How do you elicit patients' preferences for treatment of depression?"
We asked the patient participants a series of openended questions designed to elicit comments about spe cific aspects of their experiences with seeking help and re ceiving care for depression, Patient focus group questions were as follows: (1) "What change in your life or yourself made you first wonder if something might be wrong?" (2) "What kinds of things (some good, some not so good) do you do to make yourself feel better if you feel like you're getting depressed?" (3) "When patients are depressed and need to get treatment, how do they decide where to go and who they should talk to?" (4) "What kind of treatments have your doctors recommended for you?" (5) "If there was one thing you could tell health professionals about JGIM Volume t2, July 1997 433 depression that you think they don't realize, what would that be?" As part of the fourth question, the focus group leader was asked to probe patients following their initial responses regarding advantages and disadvantages of each type of treatment for depression (e,g,, medications, counseling, mental health referral, hospitalization).
Participants in the black patient focus group were asked one additional question: "'Research shows that African Americans with emotional and psychological prob lems use mental health services at half the rate of whites with similar problems, Why do you think this is?"
Data Analysis and Development of Taxonomy
Audiotapes of the focus group sessions were transcribed verbatim, masking the names of participants, providers, and institutions. Two study investigators read each transcript in its entirety, marking distinct comments that were felt to represent discrete thoughts or themes. Differences between the two investigators' choices of where comments began and ended were resolved in a meeting with an adjudicator (a third investigator). The resuiting comments were then printed on separate pages and separated into categories with thematic labels driven by the actual words used by participants. These categories were used to develop a taxonomy for each focus group. Repeated or reworded statements of the same thought by the same participant were counted as one comment.
The categories of comments and the taxonomy for each group were then sent to two other study team members, one general internist and health services researcher (methodologist) and one psychiatrist (clinician) for independent review for relevance and consistency, This process resulted in the consolidation of some categories and separation of others into related domains, A consensus was reached on a final taxonomy of patient attitudes and preferences for management of depression.
RESU LTS Focus Group Participants
Seven health professionals (four physicians and three social workers; five women, three blacks) participated in the professional focus group. The professionals had a median of 5 years' experience in their discipline (range 1 26 years), The physicians were all practicing general internists, aged 30 to 40 years; three of the four worked in different community based urban settings, and one worked in an academic faculty practice. The three social workers were women, aged 28 to 50 years, and all worked with medical and surgical inpatients and outpatients; none worked in mental health settings.
Sixteen patients participated in the two patient focus groups. There were eight black patients (mean age 42 years; five women; four college graduates; five patients currently being treated for depression) in one group. There were eight white patients (mean age 47 years; five women; two college graduates; six patients currently be ing treated for depression) in the other group. Seven blacks mid five whites reported receiving medications. Five blacks and four whites reported receiving treatment from mental health professionals. Six blacks and three whites reported receiving counseling. The majority of patients either had private health insurance or were mem bers of a health maintenance organization. Most of the patients were under the care of their primary care physician for one or two other medical problems; two patients in the white group had comorbid psychiatric disorders (anxiety, eating disorder), and one patient in the black group had comorbid substance abuse.
Focus Group Taxonomy
In content analysis for all three focus groups, 806 distinct comments were identified and grouped into 16 broad categories or aspects of help-seeking activity and treatment to form the final taxonomy, Table 1 shows sampie comments made by patients in each category in the taxonomy for which patient comments were available. Comments could be included in more than one category, but the number of double coded comments was small (two for the professional group and black patient group and six for the white patient group), The category "access" included seven related domains (availability, location of care, patient time/convenience, provider time/convenience, impact of insurance, depression-specific factors, and general access). The category "attributes of treat ment" included separate domains for medications, counseling (individual, group, and patient education), and inpatient treatment. Comments within a category reflected both positive and negative characteristics, The category "advice for health professionals" included one summary statement from each participant in the patient focus groups. Table 2 shows the number of comments classified within each category of the taxonomy for the white patient group (total n 198), the black patient group (total n 341), mid the professional group (total n 274). For each group, more than 90% of the comments could be placed in one of 15 categories, while 10% of the comments were classified as being of a general nature, Black patients made more comments than white patients regarding the impact of spirituality and stigma on their help-seeking behavior and preferences for treatment. White patients made more comments than black patients regarding the various attributes of each type of treatment and the relation between physical health and depression.
As expected, patients made more comments than professionals regarding the impact of spirituality, social support systems, coping strategies, mid life experiences on their help seeking behavior and treatment preferences for depression. However, patients also identified more . sometimes you don't really bring it up and out... I know I can, but I don't want to..." "I would shop. Spend money...
That's what I did to make me feel better." '~l'hen I lost my brother, which was my good friend . . . Him and I were close, and that was devastating to me..." "It's not emotional. It's biochemical.., in that context, I have absolutely no problem." "And I didn't want anyone to know that I was taMng this prescription. I just didn't want to feel like I was crazy." "My doctors weren't able to recognize that my chest problelns may have been related to depression. They went all around Robin's barn; they really did." '~Fhis guy [my doctor] was just a plain old nice guy, you know.., he was very, very sharp... I thought, whatever this guy tells me for the most part, if it sounds sensible, I'll give it a try." "It [my diabetes] bothers me now more, because I think I feel bad and I don't do the things I'm supposed to do, like exercising... I feel as though I want to, but I can't." "If it's gonna make me feel good, make me feel good right away so I can get up and start doing what I want to do. I don't want it to take a long time to kick in." "I really got into therapy out of seeking help for my sons... you know, as a counselor, I needed guidance from her on what to do..." "I figure individual therapy when it's something really personal and deep you want to let out, that's the best way to go." '~l'he patients were very much a part of my therapy.., your therapist can only be with one person at a time so if you had a situation and you needed somebody, there was patients that would . . . talk to you and listen..." '~vVhen you explain to me what the medicine's going to do and what I can expect froln it, I feel much more eolnfortable." "I didn't want to leave that place [the private psychiatric hospital]. It was a wonderful experience." "I was fortunate to have a very good African-kanerican psychiatrist.., there just aren't that many... "I don't like the drive." "I said there's no way my job is going to give me time off..." "Everybody don't have insurance, you know, that will cover it [mental health treatment]." "... When I realized I was having these problems, I began to take advantage of a program we have at work." "Fifty minutes. You're here at 9, 9:50 you're gone." "It's that independence, some say pride of wanting to handle it yourself [historically, as a black woman] is why you don't go to solnebody else." "Empathize, really, really try to put yourself in their [the patient's] shoes and find out how it is to go through a day in their life." *X 2, 1 df, p < .05, **X 2, 1 df, p < .01, ***X 2, 1 df, p < .001. D/~t~rences between patients and professtortals: *X ~, 1 df, p < .05, **X 2, 1 df, p < .01, ***X ~, 1 df, p < .001.
attributes of specific treatments and discussed the role of these factors in their help seeking behavior and adher ence to treatment. Professionals made more comments regarding patient access to mental health care, provider training, recognition of depression, provider treatment bias, and coordination of care between general medical and specialty mental health providers.
DISCUSSION
Using focus groups, we identified a variety of issues that depressed patients feel are importmK determinants of their help-seeking behavior and their preferences for treatment. These issues involved attributes of different types of treatments, aspects of patient-provider relationships, social support systems and life experiences, as well as personal coping strategies, psychological receptivity, and perceptions of stigma. The issues raised by the patients and their relative importance frequently differed from those raised by the health care professionals. Simi larly, a recent survey study regarding the importance of various aspects of outpatient care showed important differences in opinion between patients and physicians; spe cifically, this study found that patients placed substantially greater value on the effective communication of health related information than did physicians, ss
Patients cited a wide range of strategies they used to cope with their depression before they sought medical attention. These coping strategies ranged from positive ac tivities to denial and negative behaviors. Many patients used spirituality as a way of coping with their depression, and black patients cited spirituality as a coping mecha nism more frequently than white patients. Blacks also discussed using church and church members for support more frequently than whites. Despite the salience of spirt tuality, a relatively small number of patients felt that their spiritual beliefs caused them to delay seeking medical attention.
Social support was generally seen as positive and necessary. Most patients drew support from fmnily members, friends, and coworkers. However, many patients felt that their usual support systems were ineffective during a depressive episode because of their own disconffort with asking for help, their need to appear strong to family members and friends, and the lack of understanding regarding depression on the part of many family members and friends.
Patients spoke of a variety of experiences that led to their eventual recognition that they were depressed (psychological receptivity). The experiences were similar and included most of the symptoms and signs known to be associated with depression. However, individual interpretations of symptoms varied, and patients had a wide range of at tributions of their illness. Although some patients strongly believed that life experiences had led to their depression, others believed that medical problems contributed to their depression or that it was strictly a biological illness.
Stigma was perceived as a particularly important barrier to getting treatment for the black patients in this study. Many of them felt that the idea of professional help
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for mental health problems was not culturally acceptable among their family members or peers. The number of comments regarding stigma was much smaller in the white group. However, patients in both groups said they felt there was a social stigma associated with having de pression as well as getting treatment for it. One previous study of treatment seeking for depression suggested that blacks and whites have similar perceptions of mental illness stigma; however, the same study found that blacks have more fears related to mental health treatment, is Neighbors and Jackson, using data from the National Survey of Black Americans, showed that blacks with emotional problems and grief are more likely to use informal help only or no professional help at all as compared with their counterparts with physical problems. 34 It is unclear whether stigma related to mental illness could partially explain this pattern of help seeking behavior.
Patients made numerous comments about the impact of their relationships with providers. In our study, as in previous work, patient attitudes toward caring (humane ness) and curing (competence) aspects of physician behavior appeared to reflect the same dimension, a5 The providers' technical skills as well as their interpersonal skills were raised as importmlt in patients' decisions of whether or not to disclose their innermost feelings and to complete the treatment. In the black patient focus group, the issue of cultural mistrust and concerns about being used as a "guinea pigs" for medical experimentation were raised.
Other researchers have cited the important influ ences of interpersonal trust and social trust on the quality of physician patient interactions, a6 Interpersonal trust is deemed a prerequisite for many aspects of effective care, including patients' willingness to reveal potentially stigmatizing information about their health-related behaviors, to describe personal feelings and thoughts that are necessary to differentiate physical and mental disorders, and to accept prescribed changes in personal behavior or treatments that may have risks or be difficult to fol low. a6 Social trust plays a different but important role; it tends to be influenced more by media exposure and general reputation than by firsthand knowledge, as Nonethe less, it is particularly importmlt for individuals belonging to ethnic minorities, for whom distrust in the health care system may be connected to a general distrust in any so cial institution with a history of discriminatory practices.
Numerous attributes of each type of treatment were raised as concerns. For medications, concerns were raised about side effects, effectiveness, addiction potential, dependency on medication in order to function, and the length of time needed to complete treatment. For counseling, concerns were raised about its effectiveness, the frequency of appointments, the length of time needed to complete the treatment, the negative impact of discuss ing painful experiences, and the conffort level of talking about personal problems with others. For patient education, patients wanted to know what to expect from the various treatments and what the likelihood of a successful outcome was for each type of treatment. In the black patient group, two individuals had been hospitalized for depres sion. The inpatient experiences were generally positive. The one major concern raised was the loss of autonomy.
Patients had a number of concerns related to access to care. The availability of mental health professionals belonging to one's gender, race, and religious background were raised as concerns more often by black patients. The location of care, patient and provider time and convenience, and the impact of insurance were also raised as concerns. Patients raised relatively few concerns regard ing coordination of care between general medical mid specialty mental health sectors. Most of these dimensions of access have been described in previous work. aT,as How ever, the patients in our study also noted specific characteristics of depression (fatigue, lack of motivation, selfblame) that presented challenges to obtaining care.
We asked each patient to give a summary statement of advice to health professionals regarding the treatment of depression. The summary statements indicated most patients had some level of expectation regarding the interpersonal aspects of care that were not met, and a few patients had expectations regarding diagnostic testing that were not met. Previous studies have shown that patient expectations of care are derived from several sources and are often not elicited by physicians, ss,4~ Health profession als could use information about these expectations to negotiate patients' acceptance of their diagnoses and recommended treatment.
There are some limitations of this study and its methodology. During focus group discussions, a small, relatively homogeneous group of people are invited to partici pate in a focused discussion in order to provide data of a qualitative nature. We formed only two patient focus groups, one black and one white. These two groups might have provided a narrow range of patient input. Because our focus group participants were from one geographic area, it is possible that they were not a representative group of all whites mid blacks with depression in the United States. However, a large number of positive and negative aspects of help seeking behavior and care were identified, suggesting that the representation was broad, if not comprehensive. Second, the majority of patients in this study were re ceiving or had received treatment. Many of these individuals had delayed seeking treatment, and they discussed their reasons for delaying care as well as the decision making process that eventually led to their receipt of treatment. However, their viewpoints and perceived barri ers to treatment may differ from those of individuals who choose not to seek treatment at all. Third, the possibility of response bias exists. Some participants may not have been honest and forthcoming with their opinions because of a lack of conffort with other group members, concerns about confidentiality, or a lack of comfort with the moderator. The level of participation and enthusiasm displayed by our study subjects makes JGIM Volume t2, July 1997 437 these biases unlikely. Because our moderator was a white female, the possibility exists that black patients were not completely honest about the issues that were related to race and mental health treatment. Further research using focus groups should be done to determine whether diffe~ ent issues of concern to patients arise with other groups of depressed patients, and with black patients talking with a black moderator. Finally, the focus group method is useful for identifying major themes, but because of the qualitative nature of the data obtained, analyses of subtle differences must be made with caution.
Notwithstanding its limitations, this study identified a wide range of attitudes and preferences deemed impo~ 
